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ABSTRACT 
Jenna Elizabeth Goldman: Human Sex Trafficking: The Role of Healthcare Professionals in 
Screening Patients at Risk  
Background: Human trafficking, or modern-day slavery, is a global problem with a broad 
reach that is often under recognized in the United States (Gillispie, Russo, & Shah, 2019). The 
International Labor Organization estimates that human trafficking affects 40.3 million people 
globally: 14,500 to 17,500 in the United States alone (Chambers, 2019). Some studies report that 
80-90% of certain demographics of trafficked individuals, such as female sex trafficked victims, 
have contact with a healthcare provider at least once while being trafficked, and often these 
victims are not recognized (Chambers, 2019). Healthcare providers are in a unique position to 
intervene and health victims of human trafficking (Stoklosa, Lyman, Bohert, & Mittel, 2017). 
Objective: To increase awareness and educate healthcare providers about the concept of 
human trafficking and specifically how to identify victims, implement a screening tool for 
healthcare providers to use and provide a clinical pathway to follow when a patient screens 
positive.  
Methods: PDSA Cycles were used to collaborate with the NPs throughout the QI project. 
Pre/Post surveys were sent out via Survey Monkey and e-mail. Educational information, 
screening questions and clinical pathways were distributed to the NPs via e-mail, and then 
passed along to the staff in the office.  
Results: Primary outcomes were measured using the pre- and post- educational survey as   
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well as patient demographics. Providing screening tools and clinical pathways that are 
understandable and actionable as well as being able to incorporate educational material provides 
an effective way to increase knowledge and screening of potential human trafficking victims.   
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CHAPTER 1: INTRODUCTION  
 Human trafficking, or modern-day slavery, is a global problem with a broad reach that is 
often under recognized in the United States (Gillispie, Russo, & Shah, 2019). The United States 
Trafficking Victims Protection Act of 2000 defines human trafficking as the recruitment, 
transportation, transfer, harboring, or receipt of persons by improper means (such as force, 
abduction, fraud, or coercion) for an improper purpose, including forced labor or sexual 
exploitation or the involvement of minors (persons under 18 years of age) in commercial sexual 
activity (U.S. Department of State, 2019).  
 The International Labor Organization estimates that human trafficking affects 40.3 
million people globally: 14,500 to 17,500 in the United States alone (Chambers, 2019). 
Trafficking is one of the fastest growing forms of organized crime, and the United States 
Department of Justice estimates that the profits generated from trafficking are near $32 billion 
annually (Egyud et al., 2018). Due to the clandestine nature of the crime, identifying victims can 
be difficult. Human trafficking is associated with high levels of physical and sexual violence, 
producing a wide range of health problems (Hemmings et al., 2016). Human trafficking is a 
horrendous violation of basic human rights, and rescue from the violence is only possible when 
victims have contact with the outside world, which often only happens when seeking healthcare. 
Making education on identifying human trafficking by healthcare providers critical.  
Problem Statement  
 Human trafficking is a major global public health concern (Stevens and Berishaj, 2016). 
It is reported that victims of human trafficking enter healthcare settings for treatment at some 
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point during their exploitation (Berishaj, Buch, & Glembocki, 2019). Clinical areas accessed by 
victims of human trafficking in the United States include family primary care clinic, family 
planning clinics, community health centers, urgent care centers, and emergency departments 
(Hachey & Phillippi, 2017). Studies have reported that 80-90% of certain demographics of 
trafficked individuals have had contact with a healthcare provider at least once while being 
trafficked, and often these victims are not recognized (Chambers, 2019). Healthcare providers 
are uniquely positioned to identify and intervene with human trafficking victims (Stoklosa, 
Lyman, Bohert, & Mittel, 2017). The lack of identification by healthcare providers is likely due 
to the providers’ lack of awareness of the extent, risk factors, or red flags of human trafficking 
(Chambers, 2019).  
Purpose Statement  
 North Carolina (NC) ranks in the top 10 states for reported cases of human trafficking 
(National Human Trafficking Hotline, 2019). There are many factors contributing to the 
prevalence, including the major highways that run through the state (Interstate Highways 40, 85 
and 95), increasing number of gangs and a large transient military population (North Carolina 
Department of Administration, 2020). North Carolina, alone, had 557 contacts and 132 human 
trafficking cases reported in 2019 (Polaris, 2020).   
 Studies have also reported that healthcare providers believe they have insufficient 
knowledge and lack of confidence about how to respond appropriately to the needs of trafficked 
people (Hemmings et al., 2016). A survey of medical professionals including physicians, nurses, 
social workers, and physician assistants found that 63% of respondents did not have training on 
human trafficking identification and intervention (Stoklosa et al., 2017). Targeted training for 
healthcare professionals who work in the key clinical environments and roles may increase 
awareness and expand preparedness to identify and respond to potential victims, thus improving 
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their well-being and safety (Ross et al., 2015). Providing healthcare professionals with 
educational tools and resources is imperative to increase the identification, intervention, 
resources and safe spaces for victims to seek help and recover from the trauma of the experience.  
 The purpose of this project is to a) increase awareness and educate healthcare providers 
about the concept of human trafficking and specifically how to identify victims; b) implement a 
screening tool for the healthcare providers to use when assessing their patients; and c) provide 
the staff with a clinical pathway to follow when a patient does screen positive for human 
trafficking. The outcomes achieved by this project will be utilized to create a workflow and 
clinical pathway for primary care providers in rural North Carolina to be able to screen, identify, 
treat and refer (if needed) individuals at risk or currently being trafficked.  
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CHAPTER 2: REVIEW OF LITERATURE 
 The terms “trafficking in person,” “human trafficking,” and “modern slavery” are 
umbrella terms used to describe the act of recruiting, harboring, transporting, providing or 
obtaining a person for compelled labor or commercial sex acts through the use of force, fraud, or 
coercion (Stevens & Berishaj, 2016). Medical professionals are in a unique position to disrupt 
the cycle of abuse, as a healthcare visit may be the only opportunity a victim has to talk to 
someone on the outside of the trafficking crime organization (Bespalova, Morgan, & Coverdale, 
2016).  
 A comprehensive review of literature including research studies was completed with 
electronic searches through PubMed and CINHAL. Search terms for the project included: human 
trafficking, sex trafficking, victims, slavery, identification, survivors, healthcare providers, 
healthcare settings, education, awareness, and attitude. Inclusion criteria for the research 
included adult or children who had been human trafficked and sought healthcare while being 
captive. Articles that included training on human trafficking by healthcare providers were also 
included in the search criteria. Two areas of evidence will be presented and discussed to support 
the critical need for this project: Evidence to support the clinical problem and evidence to 
support the intervention. Additional articles related to sex trafficking during the pandemic of 
2020 have been included as well.  
Evidence to Support the Clinical Problem: Human Trafficking is at Crisis Levels  
 Human trafficking has been a crisis for many years although it received little attention as 
a healthcare problem because it was identified more in criminal justice and public safety 
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domains. Lack of attention has resulted in scant research prior to ten years ago (Hemmings et al., 
2016). Researchers suggest that the difficulty with the identification of victims is a major 
challenge due to the victims’ reluctance to disclose and fear of repercussion or harm by their 
perpetrator; therefore, there are few randomized controlled trials with this population. A majority 
of the data and information about human trafficking comes from opinion papers, surveys and 
screening tools.  
 There are several possible reasons for the dearth of research about human trafficking. 
First, the identification of victims can be difficult due to the hidden nature of the crime (Mumma 
et al., 2017) even though healthcare providers are often seen as the only opportunity that victims 
have of being rescued (Bespalova et al., Chambers, 2019; 2016; Gillispie et al., 2019; Mumma et 
al., 2017; Schwarz et al., 2019). The absence of education and training on human trafficking and 
the techniques to identify those victims, is thought to be the leading cause of this critical lack of 
awareness in the healthcare settings (Berishaj et al., 2019; Bespalova et al., 2016; Hemming et 
al., 2016; Long and Dowdell, 2018; Lutz, 2017; Schwarz et al., 2019; Stevens, & Berishaj, 2016; 
Stoklosa et al., 2017;). Human trafficking victims are not likely to self-identifying; therefore, it is 
important for healthcare providers to be able to recognize the red flags, signs and symptoms 
(Bespalova et al., 2016; Long, & Dowdell, 2018; Schwarz et al., 2016 Stevens, & Berishaj, 
2016).  
Several articles described the potential “red flags” or criteria to include a) the signs of 
physical and sexual abuse, b) the diagnoses of sexually transmitted diseases and psychological 
disorders, c) an individual accompanied by a controlling person, and d) patients who are unsure 
of their location and/or their lack of personal documentation or identification (Lutz, 2017; 
Schwartz et al., 2016). There is no one warning sign to identify a victim of human trafficking; 
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therefore, it is critical that healthcare providers are aware of all the potential signs and symptoms 
as well as the strategies for treatment and referral (Stevens & Berishaj, 2016). To this end, in 
order to address this population’s healthcare needs and outcomes, it is imperative that all 
individuals with one or more of the criteria above, are screened, assessed and tracked so that they 
are able to receive appropriate treatment and can be provided resources for recovery (Lutz, 
2017).  
Evidence to Support Intervention: The Need for Screening  
 Educational programs were the predominant intervention in the studies reviewed, and the 
key findings highlight that healthcare providers perceived they did not have sufficient knowledge 
to identify and treat victims of human trafficking (Berishaj et al., 2019; Mumma et al., 2019). 
Schwarz et al. (2016) developed an algorithm that addresses the signs and symptoms identified 
by human trafficking victims. The algorithm is divided in boxes; the first box consisting of five 
key red flags to assess for, the second box has seven questions that would be asked of the patient, 
and the third box is a list of resources to use if a patient answers “yes” to any of the following 
questions (Schwarz et al., 2016). In response to the lack of training in healthcare educational 
programs, Long and Dowdell (2018) developed a screening tool to assist in the identification of 
victims. The needs assessment consisted of 11 open-ended questions given to the nurses ranging 
from; what human trafficking is, to have they ever been given education on human trafficking. 
Long and Dowdell (2018) used a screening tool from the National Human Trafficking Resource 
Center; it consisted of 6 questions that if answered “yes” to any of them should be reported to the 
human trafficking hotline.     
 Key outcomes from the needs assessment included four articles that focused on the  
implementation of didactic educational programs. The confidence of healthcare providers in 
identifying and treating human trafficking victims increased after the educational sessions. Prior 
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to training 4.8% of healthcare providers were able to identify victims of human trafficking and 
7.7% were able to treat trafficking victims; while after the educational programs 53.8% were 
able to identify and 56.7% were able to treat victims (Berishaj et al., 2019; Chisolm-Straker et 
al., 2019; Ross et al., 2015). The total number of possible sex trafficking victims totaled 46 
(n=143), 30 on screening survey alone. Of those 46 screened, 10 were confirmed as victims of 
sex trafficking, which all came from the screening survey alone. It then comes as no surprise that 
screening tools have increased the number of victims being identified over several years.   
Using the tool combined with education strengthens the recognition and awareness that is 
needed in healthcare settings. Examples of core content of the education programs included: 
recognition of red flags, being able to care for the victims after identification is made and being 
able to appropriately refer when needed. The lack of widespread training across all sectors 
described in the literature was reported to create gaps between the knowledge and action of 
healthcare providers (Chisolm-Straker et al., 2019; Schwarz et al., 2019) Therefore, without 
appropriate knowledge, healthcare providers are limited in their ability to identify victims of 
human trafficking (Lutz, 2017).  Bespalova et al. (2016) completed a systematic review of 
different screening tools and found that Polaris Project Medical Assessment Tool was best for 
screening. The Polaris screening tool is reasonable in length, has an easy to follow flowchart, 
allows any healthcare employee to use, and has a vast amount of post-identification resources 
(Polaris Project, 2010).  
 As previously stated, healthcare providers lack the skills to screen for, recognize the signs 
and symptoms of, and assess victims of human trafficking when they present to primary care. 
Further evidence strongly suggests that healthcare provider’s actions and inactions can result in 
mental and physical harm to a trafficked person seeking healthcare (Chisolm-Straker et al., 
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2019). This lack of training then decreases the likelihood that the victim will be identified and 
treated, and that the perpetrators will be reported. Eighty percent (n=613) of healthcare 
professionals including physicians and nurses, reported that they had not received sufficient 
training in identifying and assisting individuals of human trafficking (Ross et al., 2015). 
However, evidence has also supported that after receiving training, 53.8% of healthcare 
providers felt confident identifying and treating human trafficking victims compared to the 4.8% 
prior to receiving training (Chisolm-Straker et al., 2019). Overall, the literature supports that 
human trafficking is a significant clinical problem and that through ongoing continuing 
education, healthcare providers can learn how to recognize, screen and provide treatment for 
these individuals.   
 The SARS-coV-2 virus (COVID-19) has put an enormous strain on the world, affecting 
all aspects of people’s lives. The unprecedented measures adapted to flatten the infection curve 
include enforced quarantine, curfews, lockdowns, travel restrictions, and limitations on economic 
activities and public life. At first sight these measures seem to dissuade crime, however they also 
drive it further underground  (United Nations Office on Drugs and Crime, 2020). COVID-19’s 
impact implicates many risk factors for human trafficking such as homelessness, child 
maltreatment and economic hardship (Todres & Diaz, 2020). Other risk factors that the 
pandemic has brought into light include, school closures, with children and adolescents spending 
more time online, increasing their vulnerability to being connected to perpetrators and 
subsequently trafficked (Todres & Diaz, 2020). Identifying human trafficking victims already 
poses a challenge due to the secrecy of the crime, however the fear and isolation that COVID-19 
has created makes it that much harder to identifying these victims (United Nations on Drugs and 
Crime, 2020). The number of crisis trafficking cases handled by the Trafficking Hotline 
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increased by more than 40 percent in the month following shelter-in-place orders compared to 
the prior months (PolarisProject, 2020). The number of situations in which people needed 
immediate emergency shelter nearly doubled (from around 29 cases Feb 14- March 15, 2019 to 
54 in April 2020) (PolarisProject, 2020). These facts were highlighted in the facilitation of this 
project.  
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CHAPTER 3: THEORETICAL FRAMEWORK 
The theoretical framework for this practice change is the theory of reasoned action (TRA) 
which is rooted in the social cognitive model. TRA demonstrates that we learn in stages from 
infancy to old age and its constructs focus on perceptions, thinking, reasoning, developmental 
changes and how we process information (Braungart & Braungart, 2011). Marty Fishbein and 
Icek Ajzen are both social psychologists, however their work and subsequent theory model has 
been used in multiple disciplines to predict behavior. TRA is applicable to a middle range 
nursing theory, fulfilling the criteria to include significance, internal consistence, parsimony and 
testability (Fawcett & Garity, 2009). There are four major concepts which make up this 
theoretical framework (TRA): attitudes of an action, subjective norms of the action, intention of 
engaging in the action, and participating in the action (Doswell et al., 2011).  
 The central construct of the theory is intention, a motivational construct that is considered 
the most proximal determinant of behavior (Hagger, 2019). TRA hypothesizes that behavior is 
best predicted by a stated intention to behave in a specified way, at a subsequent point in time 
(Oliver & Bearden, 1985). A simple example: we see someone fall down and we go over to see if 
they are ok. However, to effect behavior, it is necessary to understand the determinants of 
intention (Dzewaltowski, Noble & Shaw, 1990). Behavioral intentions are postulated to be the 
underlying influence on an individual’s attitude toward performing the behavior, whereas the 
normative beliefs influence the individual’s subjective norm about performing the behavior 
(Madden, Ellen, & Ajzen, 1992). Normative beliefs are defined as “a person’s subjective 
probability that a particular normative referent (the experimenter) wants the person to perform a 
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given behavior” (Ajzen, 2012, p.16). Attitude toward the behavior is defined as “a person’s 
general feeling of favorableness or unfavorableness for that behavior” (Ajzen & Fishbein, 1980). 
A subjective norm is defined as a person’s “perception that most people who are important to 
him think he should or should not perform the behavior in question” (Ajzen & Fishbein, 1980).   
 TRA states that intention to perform a behavior follows reasonably (but not necessarily 
rationally) from specific beliefs that people hold about the identified behavior, and people act on 
their intentions when they have the required skills and when situational factors do not impede 
behavioral performance (Yzer, 2010). TRA was used to demonstrate that attitude toward 
behavior (for example, attitude toward mammography) is a much better predictor of that 
behavior (obtaining mammography) than the attitude toward the object (cancer) at which the 
behavior is directed (Montano & Kasprzyk, 2015). TRA has had a major impact on behavioral 
change scholars and, because of its direct applicability to health interventions, it also can 
influence health professionals outside academic circles (Yzer, 2010).  
 Medicine and nursing are constantly changing and because of this, continued education is 
imperative for all healthcare professionals. The research question is how much do primary care 
providers and other healthcare staff in a rural primary care office know about the concept of 
human trafficking and its victims? And if they had improved knowledge about human trafficking 
and its victims, would that increase their willingness to screen for potential victims? Applying 
TRA, the subjective norms in this project is for primary care providers to screen patients age 18-
65 who come into a healthcare setting for care. Obstacles that would affect the primary care 
provider’s subjective norms would be colleagues, education or training, and personal biases. The 
potential human trafficking victim’s subjective norm or barriers to being recognized, rescued 
and/or treated includes their peers, parents, and/or pimps. Both attitude and subjective norms for 
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either group would lead to an intention of performing either screening of at-risk patients or 
participating in human trafficking, which will lead to the respective behaviors.  
We not only behave based on injunctive norms, or who those we deem as ‘important’ 
want us to do, but also on descriptive norms, or observed behavior or inferred actions of 
important people in our lives (Ajzen, 2012). Injunctive norms are often paralleled with the notion 
of morality or following the beliefs of the individual performing the behavior (Ajzen & Fishbein, 
1980). TRA predicts the intention of a person performing the desired behavior by looking at the 
attitude a person holds toward the desired behavior along with subjective norms (Chang, 1998). 
Using TRA as the theoretical framework, the normative referent (the trainer or QI project 
facilitator) strives to get the recipient (participants in the primary care office including nurse 
practitioners and ancillary staff in the office) to perform the desired behavior. TRA explains the 
primary care provider’s intention to acquire training and to screen individuals age 18-65 for 
human trafficking, which is predicted by the participants attitudes and the subjective norms of 
the referent groups. TRA theorizes the intention to engage in training and screening based on the 
participants attitudes towards the behavior and the subjective norms of training and screening 
(Ajzen & Fishbein, 1980; Doswell et al., 2011; Tremblay & Frigon, 2004). Variables that are 
external to the model are assumed to influence intentions only to the extent that they affect their 
attuites or subjective norm (Chang, 1998).  
Understanding why a person makes a decision to participate in a certain behavior can 
lead to reinforcing positive behavior and/or helping change negative behaviors. Awareness of the 
magnitude and complexity of human trafficking is the first step in victim identification (Peters, 
2013).  TRA has been applied to explain a variety of health behaviors, including exercise, 
smoking and drug use, sexually transmitted disease prevention behaviors, and mammography 
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use (Yzer, 2010). TRA provides a framework to identify key behavioral normative, and control 
beliefs affecting behaviors. Interventions can be designed to target and change these beliefs, or 
the value placed on them, affecting attitude, subjective norm, or perceived control and leading to 
changes in intentions and behaviors (Montano & Kasprzyk, 2015). Through TRA, behavior 
change can also come from attitudinal change; the notion that informing healthcare providers 
about the intense nature of human trafficking may have an effect on their attitude about it and in 
turn increase their willingness to help decrease the number of victims being missed in the 
primary care setting.  
This theoretical framework will be used to guide the philosophical underpinnings of this 
project while its design will be guided by a quality improvement model or plan for 
implementation as discussed in the next section.  
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CHAPTER 4: DESIGN  
 The Institute for Health Care Improvements (IHI) model for Improvement was selected 
as a framework to guide the development, plan and implementation of this project and the 
potential for an educational program aimed to increase knowledge about human trafficking and 
to collaborate with the healthcare staff to consider the implementation of a screening tool in a 
small rural clinic in North Carolina. The IHI Model consists of two parts, the first will be a) 
setting an aim, b) establishing measures and c) selecting the change. The second part of the 
model is testing the change through the Plan-Do-Study-Act (PDSA) Cycle (IHI, 2017). The 
PDSA is cyclical in nature and will be used as such throughout the project development.  
 The aim of the project is to increase awareness of human trafficking, by identifying and 
distributing a screening tool with the collaboration of the nurse practitioners (NP) and staff at the 
site. This initial aim will be measured through a self-report survey implemented prior to and after 
any education and/or discussion with the primary care staff. The clinical pathway will be 
developed during the PDSA Cycles as well as the specific level of education and learning that 
needs to take place with the primary care site and its staff.   
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 The PDSA Cycle consists of four components, Plan, Do, Study and Act. Each component 
will be presented with examples of options that could evolve with each cycle. Table 1 provides 
each component with examples of potential activities and outcomes; it will be important to 
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ensure that the primary care team and NP champion participate in the PDSA cycles to guide the 
process. The planning portion of the first cycle includes, identifying the clinical problem, the 
relevance the problem has to the healthcare community, literature review of the problem, the 
purpose of the project, identifying the setting, planning the intervention and developing 
measurable outcomes and presenting these findings to the lead champion at the site. Following 
the collaboration with the lead champion, a time will be set to meet with the staff to introduce the 
project. The Doctorate of Nurse Practitioner (DNP) student will then spend time reflecting on the 
ideas of the lead champion and prepare to meet with the staff to present the project and get 
feedback on the project.  
The second PDSA Cycle will be to meet with the lead champion and the team, 
introducing the team to the problem and the purpose of the project. The team’s thoughts on the 
project as well as any barriers they feel may affect the project will be brought up at this time. The 
DNP student will also schedule, with the team, the best time to send out the presurvey. The 
presurvey contains 6 questions using the Likert Scale developed by the DNP student based on 
information from the National Human Trafficking Resource Center website (Appendix C). This 
survey will be used as a need’s assessment for the educational activity.  
During the third PDSA Cycle, the presurvey results will be discussed as well as an 
educational activity that best suits the staff, whether it be a PowerPoint, module or podcast they 
can listen to. The DNP student will take back any ideas the team has and create an educational 
activity to distribute to the team. There will be a post screening embedded into the end of the 
educational activity as a Qualtrics survey, the screening will be the same 6 questions as the 
presurvey (Appendix C). A time will be set up with the team to discuss the educational activity, 
post survey and the screening tool that will be implemented.  
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PDSA Cycle four will be used to go over the screening tool, how the lead champion and 
team feel is the best way to implement, whether it be paper and pen or on an iPad and when the 
implementation will begin. The screening tool will consist of two questions to all patients over 
the age of 18 that come into the practice (Appendix D). The two questions will be in both 
English and Spanish, due to the population of patient being seen at the site (all questions were 
read through by a native Spanish speaking individual). If either of the two questions is answered 
“yes,” a more in-depth screening tool consisting of five more questions, both in English and 
Spanish will be provided (Appendix E). The staff collecting the screening questions will bring 
the response to the providers prior to them seeing the patients. The clinical pathway given to the 
providers at this time is to guide them in caring for the patient’s as well as giving the providers 
the resources to give to any at risk patient (Appendix H). An example of an algorithm will be 
shared from The Polaris Project, the clinical pathway was altered to include the two questions 
implemented first prior to the extended five questions, as well as the questions interpreted into 
Spanish (Polaris Project, 2017). Once the screening tool has been implemented for one month, a 
post-survey will be distributed to the staff and collected to review the education gained 
throughout the project.  
Setting  
 Initially this project was designed take place at one primary care clinic, however another 
practice stepped forward and expressed interest due to situations that occurred at that site. The 
clinics are located off a major highway system. That has been identified as a main thoroughfare 
for human trafficking. The project will be led by the DNP student in collaboration with two 
nurse practitioners and six ancillary staff in the primary care office (totaling eight employees).   
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Benefits 
The benefits to this project are to increase the awareness of human trafficking to 
healthcare providers, increase their knowledge on how to identify victims and to decrease the 
number of victims not being identified when seeking healthcare. While increasing the providers 
awareness and knowledge, providers confidence in treating this population of patients will 
increase. There is no anticipated harm associated with participating in this project.  
Conclusion  
 This section provided the blueprint used to the plan implementation of this project which 
focused on human trafficking awareness and screening tools for identification in rural primary 
care. The sites were chosen for their location and population of patients. Quality improvement 
was chosen as the facilitation model because this project utilized a systematic and pre-planned 
approach to improve the care of the targeted population in collaboration with healthcare 
providers in rural primary care. This project was designed specifically for the chosen clinics and 
required the staff’s input. The screening tools were chosen based on the project’s aim and again, 
implementation with the collaboration of the healthcare team. The next chapter will provide 
explanation as to how the project will be implemented, how the rating scale will be as well as the 
timeline of the project.  
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CHAPTER 5: RESULTS  
 In healthcare, quality improvement (QI) is the framework used to systemically improve 
the way care is delivered to patients (IHI, 2017). Up until recently human trafficking was 
something thought to be happening outside of the United States, although statistics have 
demonstrated that this is not the case. In recent years, researchers have identified how healthcare 
systems can help combat the problem of human trafficking by implementing evidence based 
screening tools and following up with strategies to improve referral and safety for victims. This 
QI project sought to advance this phenomenon by identifying primary care practices that were 
potential places where victims of human trafficking were likely to present for primary or urgent 
care. 
At the start of the project, a group of potential sites were considered and through the first 
few cycles of the PDSA, this narrowed to two main sites with a NP champion at each of the sites.  
The identified sites were located in rural areas that were close to a major interstate highway and 
have been associated with the transportation of humans for labor, sex and/or other illicit 
activities. Both sites also acknowledged a lack of understanding about how to assess for human 
trafficking as well as how to initiate screening.  The purpose of the QI project was to assess the 
level of knowledge and subsequently educate the entirety of the staff from site leaders, front desk 
employees and practitioners. However, due to the COVID-19 pandemic I was able to work with 
the two nurse practitioners at each site and they were able to hand out the educational 
information to the rest of their staff. This section will present the QI project results by each 
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PDSA cycle with the proposed action followed by the input and outcomes determined by the 
primary care site team and this DNP project facilitator. Table 2 displays the PDSA Cycles.  
Table 2: PDSA Cycles: Post COVID-19 
PDSA Cycle Plan Do  Study Act 
Cycle 1:  To obtain 
information related 
to the staff 
knowledge and 
process of how 
victims are 
identified  
Went to site 1 
and spoke with 
the NP and the 
staff members  
The staff 
expressed interest 
in the project, 
they stated they 
were unaware of 
the global issue  
Set up a time to 
meet up with 
other NPs in the 
residency 
program  
Cycle 2: Introduce myself 
to the residents 
and chief resident 
(NPs), provide 
them with a pre-
assessment survey.  
Discuss any 
current screening 
and obtain input 
on the project 
design.  
Discussion on the 













was asked to be 
included in the 
following cycle  
Cycle 3:  Discuss previous 
concerns and the 
Qualtrics Survey  
Suggestions 
were asked for to 
combat some of 
the previous 
concerns  
A second NP 
spoke up, being 
interested in the 
project 
A separate 
meeting with the 
two champion 
NPs was set up  
Cycle 4:  Two NP 
champions and I 
discussed the 
project and goals 




trafficking as it 
is related to 
healthcare   
Each NP agreed 
their site would 
work for 
implementation 






created and sent 
out to the NPs 
Cycle 5:  A timeline for the 




rural settings  
Discussed the best 
way to implement 
the screening at 







red flags were 
sent out to NPs  
Cycle 6:  Discussed the 
created 
Discussed a start 
date  
Combining 
screening tools so 
Data collection 
sheet created and 
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informational 
forms 
there was a higher 
compliance  
sent out to the 
NPs  
Cycle 7:  Discuss how the 









Discussed an end 
date   
Reflection on the 
importance of this 
project, especially 
in rural areas  
Sent out post 
assessment 




PDSA Cycle 1   
The first steps of this QI project were to focus on the level of knowledge of human 
trafficking as well as the interest of nurse practitioners to implement at their sites. Early in the 
process, I had discovered that there was an incident of a human trafficking victim entering one of 
the clinics. The incident highlighted the concern from several of the providers and staff 
members. This incident was a catalyst for Cycle 1of the QI project. Talking with the provider at 
the site aforementioned site, it was apparent that this was unexpected and distressing to the staff 
as well as the NP provider. This incident spurred the conversation between the NP provider and 
myself and allowed me to talk about the project and how it might be implemented. The nurse 
practitioner expressed interest and agreed to become the champion at that site. This first cycle 
was completed prior to the COVID-19 pandemic (November 2019), enabling me to go the site, 
meet everyone and speak with the NP provider. During this visit, the entire staff expressed 
interest in this project as they were unaware of the global issue human trafficking is. At the time 
of this in person meeting, the NP also suggested that I meet with several other of her colleagues 
who were in a NP Residency Program and who met weekly. It was after this first cycle that the 
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COVID-19 pandemic was announced and the possibility of in-person site visits would not be an 
option.  
PDSA Cycle 2 
 Cycle 2 was conducted over a Zoom platform with the nine nurse practitioners, eight of 
whom were residents, and one was the Chief Resident. Prior to the first meeting, a voice-over 
video was created (Appendix B) as well as a Qualtrics survey (Appendix C) to assess the initial 
knowledge of the nurse practitioners at each of the sites on human trafficking. The survey was 
handed out at the end of the Zoom session. I asked if they could be completed prior to the second 
Zoom session a couple of weeks later. During the Cycle 2 Zoom session, I introduced myself, 
played the video for the group and then I asked the NPs about their sites. In general, I guided the 
discussion to whether any screening was currently being completed for human trafficking and 
obtained their input on the design of this project. The discussion between myself and the NPs 
focused mainly on their concern about the additional time required during the workflow. The 
unprecedented pandemic required the NPs to evaluate individuals in their cars outside in the 
parking lots, often with additional passengers alongside them. One of the NPs expressed a 
concern related to confidentiality and the risk that screening individuals for human trafficking 
would not afford a valid reliable result. Because this cycle brought on discouragement to move 
forward with this group of NPs, I brought in a senior administrator to be included in cycle 3 of 
the project (Act).  
PDSA Cycle 3 
Cycle 3 was conducted over a Zoom session with the N=9 NPs. It was during this cycle 
the concerns stated previously were summarized, as well as the results of the Qualtrics survey. 
The survey consisted of six questions, the NPs were to answer using strongly agree, agree, 
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undecided, disagree or strongly disagree. Of the nine surveys sent out, seven were returned 
(Figure 1).  
Figure 1: Pre-Survey Results  
 
 
During this meeting suggestions were provided to combat some of the concerns the NPs 
had previously brought up, input was asked for regarding ideas to make this project work. It was 
during this time that a second incidence of human trafficking discovered and brought up to me. 
Due to this recent occurrence a second NP expressed interest in becoming a champion at a 
second site. Cycle 3 ended with the plan for the two NPs and me to meet separately during a 
Zoom session in order to work through obstacles that COVID-19 has created.  
The two sites this project was conducted in will be referenced as site 1 and site 2 for the 
remainder of this section. I was able to visit site 1 as it was where one of my clinical rotations 
was located, however, due to COVID-19 I was unable to visit site 2. Most of the meetings with 
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PDSA Cycle 4 
 Cycle 4 was conducted with the two NP champions. This cycle was conducted in a 
single Zoom session where both practitioners at each site and me discussed the idea and the goals 
of the project. The background of human trafficking and its importance in current time related to 
healthcare was discussed. Each practitioner voiced excitement towards the project and stated that 
their site would be conducive for implementing the screening tool. After receiving buy in from 
the two nurse practitioners, dates were set up to further discuss the project goals and the best way 
to accomplish them. The educational/background (Appendix F) information was sent out to the 
providers following this cycle.  
PDSA Cycle 5 
 Cycle 5 was over Zoom, at this time further discussion of the goals, timeline of the 
project and site information was gathered. A more detailed education on how human trafficking 
was conducted at this time. Discussion was based around the best way to accomplish the 
education and screening implementation process at each site. At this time the providers stated 
that a more comprehensive education tool would lead to greater involvement from the staff in the 
clinic. This cycle revealed the different flows at each site, which allotted for the ability to 
personalize the way screening implementation would be conducted. Human trafficking screening 
questions and clinical pathways as well as a comprehensive list of red flags were created and 
emailed out to the providers after this cycle. The start date was decided at this point.  
PDSA Cycle 6 
 Cycle 6 was done over separate Zoom sessions. At this part of the timeline, I was doing 
my final primary care clinical rotation at site 1, making it easier to talk with the nurse 
practitioner and staff at the clinic. The NP at site 2 completed Cycle 6 over the phone. During 
this cycle the thoughts on the educational sheets, screening tools and clinical pathways created 
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were discussed with the NPs at each site. The data showed that roughly 45% of patients were 
being screened in both the clinical sites daily. It was brought to my attention at this time that 
there were quite a few other screening tools being implemented at each site, because of this 
combining the two screening questions on the same sheet as an already in use screening tool was 
thought to decrease this issue. Site 1 and site 2 both currently hand out a PHQ-9 screening sheet 
they gave to each patient, adding two questions for human trafficking to the bottom was the 
simplest way to combine screening tools. The human trafficking and PHQ-9 screening are 
available in both English ( Appendix J) and Spanish (Appendix K). The two providers also asked 
if there was a chart where they can input the information gathered as to keep the data in one 
place. After this cycle the data collection sheet (Appendix L) was created and distributed to both 
providers.  
PDSA Cycle 7 
 Cycle 7 was conducted separately between the two providers via a Zoom session. This 
cycle was used to discuss how the project was going. After combining screening tools and 
having the data collection sheet, 95% of patients seen in site 1 were being screened and 100% of 
patients at site two were being screened. An end date and when the data will be collected was 
decided upon, the project ran over a one-month time period. Positive feedback was provided 
from both of the nurse practitioners for the screening tool and the data collection sheet. This 
cycle was used for reflection on the importance of this project and the good healthcare providers 
can do to combat the increasing number of human trafficking victims was. After cycle 7 a post-
assessment (Appendix C) was sent out to the two providers and returned via email. The results of 
the post assessment are seen in Figure 2.  
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Figure 2: Post-Survey 
 
 
Patient Demographics  
 The participant demographics of the patient’s age, sex, and race were collected for the 
purpose of providing a description of the participants of this QI project. The sample consisted of 
180 patients seen at site 1 and 144 patients seen at site 2 (N=324). The total participants were 
female 57% (n=186), male 43% (n=138). The race of the participants was Caucasian 0.07% 
(n=24), Hispanic 68% (n=221) and African American 24% (n=79). The mean age at site 1 was 
68, the minimum age was 23 and the maximum age was 87. The mean age at site 2 was 55, the 
























Strongly agree Agree Undecided Disagree Strongly disagree
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Figure 3: Race of Demographics 
 
 
 According to the United States Census the county these clinics were located in, has a 
population of 123, 131, 32.4% are African American, 62.8% are Caucasian and 12.4% are 
Hispanic. This data represented a great contrast from my patient demographics; however, the 
United States Census is not taking into account the undocumented residents. In 2016, there were 
325,000 undocumented immigrants which comprised 39% of the population (American 
Immigration Council, 2020). Being undocumented in a country creates barriers in seeking 
healthcare including, limited language proficiency, fear of being deported and lack of funds to 
cover healthcare (Nathenson et al., 2016). Federally Qualified Health Centers are community-
based health that provides care services in underserved areas (Health Resources & Services 
Administration, 2018). These types of clinics are most often where undocumented individuals 
will seek healthcare as they are community based and do not turn away patients regardless of 
their citizenship status and financial situation.   
Summary  
 The outcomes of this project were met using a QI framework that enabled seven PDSA 
cycles that endeavored to increase knowledge related to human trafficking in two primary care 
settings in rural NC and develop a clinical pathway that would meet the needs of the two unique 
Race
Caucasian Hispanic African American
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clinics. Although there were no identified positive screens during the project cycles, a clinical 
pathway was developed to address the needs of the two primary care sites. And after the project 
finished, the screening process and pathway has remained stable and in place. This chapter 
provided the seven PDSA cycles and a description of the demographics of the individuals 
screened.   
 
   
  29 
CHAPTER 6: DISCUSSION 
 This Quality Improvement project (QI) aimed overall to increase awareness and to 
educate healthcare providers about the concept of human trafficking in rural primary care. As 
part of the QI process, three overarching areas were addressed during the PDSA cycles and 
included between 2-9 NP champions. The topics and questions were covered to: (a) determine 
whether there was an interest or desire to learn about the concept of human trafficking; (b) create 
an educational process to provide additional knowledge and awareness; and (c) to improve the 
ability to identify victims and provide quality care for them in rural NC. Each of the PDSA 
cycles were structured to focus on a particular topic (e.g., how to identify victims, the 
consideration of implementing a screening tool in practice, and the potential for developing a 
clinical pathway for positive screens). This section will present and discuss the results of each of 
the cycles starting with awareness and education; and then followed by implementing a 
screening tool and development of a clinical pathway.   
Awareness and Education Discussion: Was There a Need for Improving the Quality of 
Care? 
 The need for awareness and education on human trafficking in primary care settings is 
well documented (Champers, 2019). Like behavioral health and substance abuse disorders, 
human trafficking is often invisible and/or hidden until someone shines a light on the possibility. 
Experts agree that it is challenging to identify potential victims due to the secrecy surrounding 
human trafficking, however researchers have found that healthcare providers are often the only 
connection a victim has to the outside world (Stoklosa et al. 2017). Evidence has confirmed that 
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after receiving training, 53.8% of healthcare providers felt confident identifying and treating 
human trafficking victims compared to the 4.8% prior to receiving training (Chisolm-Straker et 
al. 2019). In an attempt to decrease this lack of knowledge, participants and staff were provided a 
list of red flags to reference. The participants verbalized that their knowledge increased 
throughout this project.  
Implementing the Screening Tool: Can a Tool be Implemented into a Workflow of a Rural 
Primary Care Practice?  
 Identifying human trafficking victims can be challenging for healthcare providers 
particularly if it requires asking individuals sensitive questions, the fear of exposing the victims 
to their perpetrators as well as the victim being put at risk for harm or punished.  This is further 
complicated by having to ask healthcare providers to add another chore to their already busy 
workflow. Therefore, using a self-report tool that is reliable for identification of victims can 
prevent some of these challenges. As mentioned previously, human trafficking comes with 
trauma and fear, making it important that providers build trusting and safe relationships while 
assessing potential patients who are or have been victims of human trafficking (National Institute 
of Justice, 2016). Previous studies have shown that screening does not need to take an in-depth 
or untimely approach to being able to identify potential victims. Instead, a question or two can be 
incorporated into a triage or initial assessment form to render positive results. One pilot study 
incorporated a human trafficking screening tool into the emergency department and found that 
one question was needed to screen individuals. When this question was presented to victims 
“were you [or anyone you work with] ever beaten, hit, yelled at, raped, threatened or made to 
feel physical pain for working slowly or for trying to leave?”  individuals were consistently 
identified as being at risk (Mumma et al. 2018, Page 619). In this project, participants were able 
to implement a screening tool from (November 1, 2020) to (December 1, 2020) at two rural 
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primary care sites. During implementation of the screening tool to patients, staff verbalized that 
the greatest reaction was confusion as to why they were being asked these questions. This 
reaction further supports the need for education on human trafficking, not just in healthcare but 
also in the community. The second reaction often heard when handing out the screening tool was 
gratitude that this topic was being taken seriously.  
Literature to Support Creating a Clinical Pathway: The Right People at the Right Time  
 A clinical pathway, also known as an integrated care pathway “is a map of a patient’s 
journey” with the goal of having: “the right people, doing the right things, in the right order, at 
the right time, in the right place, with the right outcome” (Allen, et al. 2009, page 80). Clinical 
pathways were initially introduced in the US several decades ago and have become a model for 
guiding clinicians worldwide. What makes a clinical pathway different from a medical algorithm 
is that the pathway ensures that the “map” is patient-centered and most helpful when they are 
adopted to create the best practice guidelines available in a manner that is useable in the 
workflow of the healthcare team. The results of this QI project supported a need to having this 
“map” available even though there were no positive screens during the pilot testing period. 
During this PDSA cycle, the participants discussed potential workflows that could be used which 
included screening and referral for treatment.  Appendix H provides an example of a clinical 
pathway that was discussed and could be adapted for use at either of the two clinical sites 
depicted in this project. Other studies implementing a screening tool also identified the need for a 
procedure to follow when clinicians identify a victim of human trafficking (Chisolm-Straker et 
al., 2019; Schwarz et al., 2019). The previously discussed study done by Mumma et al. (2017) 
showed the sensitivity of a screening tool compared to physician concern. In the study, the 
screening tool alone yielded 30 potential victims, compared to physician concern which yielded 
7; out of those 37 potential victims, 10 were identified as actual victims and all came from the 
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screening tool rather than physician concern (Mumma et al., 2017). Ensuring that healthcare 
providers are well educated on the concept of human trafficking as well as the development of a 
clinical pathway to implement a screening tool or questions in their daily practice decreases the 
number of missed opportunities to save victims. 
Limitations to this Project: The Impact of the Unexpected COVID-19 Pandemic  
To date there has been 27,669,556 cases in the United States and 489,067 deaths (Centers 
for Disease Control and Prevention, 2021). COVID-19 has impacted every community on Earth. 
During the time period of this QI project (lasting 30 days) North Carolina had 60,068 cases and 
730 deaths (NC Department of Health and Human Services, 2021). The two sites and the 
participants in this project cared for individuals across three different counties, Wayne, Duplin 
and Sampson county. Duplin county had 107 cases, Wayne had 540 cases and Sampson had 540 
cases (NC Department of Health and Human Services, 2021).  
Human trafficking was a difficult crime to identify before the pandemic, and 
subsequently having shelter-in-place orders and social distancing further pushed human 
trafficking deeper into hidden places. COVID-19 created disruptions in most businesses across 
the world, including those which promoted illegal activities such as human trafficking. Various 
crime enterprises, including gangs that previously stole oil and sold drugs moved to sex 
trafficking because their primary lines of business were halted related to COVID-19 (Hoffman, 
Ulicny, Bora, Wilson, Lares, Martinez, Crowley, Pullen & Greenwood, 2021).  The number of 
crisis trafficking handled by the Trafficking Hotline increased by more than 40 percent in the 
month following the shelter-in-place (February 2020-April 2020) (Polaris, 2020).   
The COVID-19 pandemic generated vulnerabilities that were exploited and new 
strategies for recruiting or marketing victims could remain out of view (Henders, 2020). There 
was an increase in number of people who had lost their job, putting them in situations where they 
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would do anything to make money. COVID-19 also brought a higher volume of people, 
especially children, to the internet. Often these children or young adults are not being monitored 
by their parents during this time, and the Federal Bureau of Investigation (FBI) notes that 
predators lurk in online games and chat rooms giving them an opportunity to reach more 
potential victims (Henderson, 2020).  
COVID-19 also had a significant impact on this QI project. The inability for me to be 
present on site (at primary care clinics) to implement face-to-face PDSA cycles with or without 
Personal Protective Equipment (PPE), COVID-19 testing and most of all, the potential risk of 
becoming infected, altered the entire QI process. Specifically, at all times, I needed to become 
creative and flexible with how the education and training was provided to the staff and NPs. 
Additionally, I needed to be sensitive to needs of the NPs and staff when it came to modifying 
the workflow in each primary care setting due to emotional and physical toll of working during a 
pandemic. COVID-19, a once in a century phenomenon created distress and uncertainty and the 
prospect of disrupting any process was indeed a challenge for any healthcare provider. The 
primary care practices were required to change the standard pre-COVID-19 workflow at the start 
of the pandemic and in particular how they could interact with the patients and their families. 
This resulted in providing assessment and care in the parking lot of the clinic, while patients sat 
in their cars. The risk of infection and contamination motivated this action and ceased having 
patients and/or their families entering the inside of the primary care offices. As a result, this 
change in workflow directly created a barrier for screening individuals for human trafficking 
because of the notion that the victim could be in the car with the perpetrator(s). Victims are 
rarely if ever able to be seen by a healthcare provider alone. Thus, it is then imperative that 
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healthcare providers and staff are able to be trained to identify the ‘red flags’ that may present 
rather than a verbal “yes” to a screening question.   
Conclusion  
This project demonstrated that planning and facilitating a screening tool for human 
trafficking can be completed successfully implemented without significant impact on their daily 
workflow of rural primary care health teams. This project also was able to demonstrate the 
strength and collaboration of Nurse Practitioners (with their teams) and their ability to consider 
the patient’s level of need (to implement a screening tool) and as well as the motivation for 
making this change through multiple PDSA cycles over a period of time. At every point in the 
project, the NP participants actively collaborated in the QI process, taking into consideration the 
constraints of a COVID-19 pandemic, the increased need to test/swab for infection and the 
uncertainty of the future. Making changes during a period of uncertainty (like a pandemic) can 
be viewed as fatal and/or impossible but in the words of Sir Winston Churchill “Never let a good 
crisis go to waste” (circa mid-1940’s). Although a crisis can impact accepted beliefs, structures 
and routines, it is the notion of the concepts inherent in the theory of reasoned action (TRA) that 
philosophically guided this change and promoted the ability for two primary care practice sites in 
rural NC to learn more about human trafficking and to collaborate on a clinical pathway for 
implementing a treatment plan for potential of identified victims. In addition, this QI project 
endeavored to empower NPs and their staff to ask questions about human trafficking, thus, 
increasing their knowledge and the impact they can have on this population. It is hopeful that the 
two sites and the NP Champions will consider sharing this information to the other 
organization’s sites as a means for transformation and/or renewal that often can occur in a time 
of crisis (Hurst, 1995).  
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Implications for Future Projects 
This DNP project can be replicated to: (a) expand the QI process to other rural sites in the 
same agency to assess interest in learning this knowledge about human trafficking; (b) gather 
additional ideas from other rural sites to determine whether the clinical pathway and workflow 
could be strengthened; and (c) develop a sustainable plan that would embed the clinical pathway 
in the electronic medical record. It will be important to disseminate these findings to other rural 
clinical settings, both in the same agency and to others across NC. By disseminating the 
outcomes, including the PDSA cycles as a guide, a transformational process of promoting 
provider and staff curiosity, learning, and quality patient care can ensue with the potential for a 
cascade of change and best practice in rural primary care.   
1
1 { As I continued to speak to my NP champions, I discovered post-project that one of the NPs had continued to use 
the screening tool and had a positive screening. The NP was able to guide the patient to resources needed for safety}
1
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APPENDIX A: IRB APPROVAL 
From: Office of Human Research Ethics 
Date: 4/30/2020  
RE: Determination that Research or Research-Like Activity does not require IRB Approval 
Study #: 20-0954 
Study Title: Human Sex Trafficking: The Role of Healthcare Professionals in Screening Patients 
at Risk  
This submission, Reference ID 277986, was reviewed by the Office of Human Research Ethics, 
which has determined that this submission does not constitute human subjects research as 
defined under federal regulations [45 CFR 46.102 (e or l) and 21 CFR 56.102(c)(e)(l)] and does 
not require IRB approval.  
Study Description: 
Purpose: To increase the awareness and identification of victims of human trafficking  in a 
primary care setting. 
Participants: Staff of a primary care office, including (3 nurse practitioners, 3 individuals who 
check in patients at the front desk, 1 office manager, 1 medical assistant and 1 registered nurse) 
Procedures (methods): This QI project will work collaboratively with a primary care site to 
improve practice and increase awareness of staff using rapid cycle quality improvement 
strategies.  The first step is to implement a assessment containing 15 true/false questions 
(Qualtrics type survey) which will be used in the subsequent QI cycles to guide the practice 
changes and workflow at the rural clinic. QI cycles may include several educational activities 
and discussion, virtually over the Internet due to Covid19 limitations.  A post-survey containing 
the same 15 true/false questions will be used to assess practice change and/or the staff's ability to 
apply the new skills to the practice/workflow.  A clinical pathway (algorithm) and tool kit will be 
developed as an outcome for this primary care practice. All data gathered (needs assessment) 
will be in aggregate and will not be identifiable.    
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APPENDIX B: VOICE OVER VIDEO  
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APPENDIX C: PRE-SURVEY 
 Thank you for participating in this quality improvement, by participating you are 
providing your consent to be a part of this DNP project. The data collected from this assessment 
will be used to develop an educational program to increase the awareness of human trafficking as 
well as provide information on what to look for when screening patients. Your participation is 
completely voluntary, and your answers are anonymous. Please circle your response. Thank you 
for your participation.  
 
1. I know what human trafficking is    
 
Strongly agree  Agree  Undecided   Disagree Strongly disagree 
 
2. I know how common human trafficking is  
 
Strongly agree  Agree  Undecided  Disagree Strongly disagree   
 
3. I know about the consequences of human trafficking  
 
Strongly agree  Agree  Undecided  Disagree Strongly disagree 
 
4. As a healthcare provider, I know how to prevent human trafficking  
 
Strongly agree  Agree  Undecided  Disagree Strongly disagree   
 
5. As a healthcare provider, I know how to identify potential victims of human trafficking  
 
Strongly agree  Agree  Undecided  Disagree Strongly disagree  
 
6. As a healthcare provider, I know how to direct human trafficking victims to appropriate 
resources  
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APPENDIX D: SCREENING QUESTIONS  
English  Spanish  
Has your identification or documentation 
been taken from you?  
¿Le han quitado su identificación o 
documentación? 
Is anyone forcing you to do anything that you 
do not want to do?  
¿Alguien le está obligando a hacer algo que 
usted no quiere hacer?  
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APPENDIX E: IN-DEPTH SCREENING QUESTIONS 
English Spanish  
Have you ever been forced to do work you 
did not want to do? 
¿te han obligado a hacer un trabajo que no 
querías hacer? 
Have you ever been forced to have sex to pay 
off a debt? 
¿te han obligado a tener sexo para pagar una 
deuda?  
Have physical abuse or threats from your 
employer made you fearful to leave your job? 
¿Los abusos físicos o amenazas de tu 
empleador te hizo tener miedo de dejar tu 
trabajo? 
Has anyone lied to you about the type of work 
you would be doing?  
¿alguien te ha mentido sobre el tipo de trabajo 
que estarías haciendo? 
Were you ever threatened with deportation or 
jail if you tried to leave your situation? 
¿alguna vez te amenazaron con deportación o 
cárcel si tratabas de dejar tu situación?  
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APPENDIX F: BACKGROUND 
  
  
Human Trafficking Background  
A crime using force, fraud or coercion to induce another individual to sell sex  
 
 
Human trafficking, or modern-day slavery, is a global problem that affects 
everyone around the world, and often goes unrecognized  
o Human trafficking impacts men, women and children  
o Human trafficking is a multibillion-dollar industry that denies freedom to 
24.9 million people around the world 
• In 2019, 22,326 of those victims were in the United States  
• In 2019, sex trafficking cases totaled 8,248; North Carolina had 266  
cases of trafficking that were reported to the National Human 
Trafficking hotline, ranking North Carolina 9th of the 50 states  
§ Factors contributing to this high ranking include  
• Major highways that run through the state (Interstate 
Highways 40, 85 and 95)  
• Increasing number of gangs  
• A large transient military population 
o Due to the secretive nature of the crime, it is likely the number of victims is 
much higher  
o Human trafficking is associated with high levels of physical and sexual 
violence, producing a wide range of health problems  
o It is reported that victims of human trafficking enter healthcare settings for 
treatment at some point during their exploitation  
• Early studies show that 88% of those victims who are seen at 
healthcare settings are going unrecognized  
§ Healthcare employees believe they have insufficient knowledge 
and lack of confidence about how to respond appropriately to 
the needs of trafficked people  
• Putting healthcare employees at a unique advantage to identify and 






*Providing healthcare professionals with educational tools and resources is imperative to 
increase the identification, intervention, resources and safe spaces for victims to seek help 
and recover from the trauma of the experience*  
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Human Trafficking RED Flags 
(not limited to)  
 
 
Patients with controlling companions  
 Companion who insists on holding onto the patient’s identification 
 Companion who insists on interpreting for the patient  
  Companion who refuses to leave the patient’s side  
Patients who do not speak for themselves  
Answers appear to be scripted, or patient constantly looking at other person for 
validation  
Patient who has inconsistent stories  
Patient is unsure of where they are located (i.e. what city or state they are in)  
Patient is not in possession of their identification  
Patient does not have possession of their money  
Patient is not wearing appropriate clothes for the weather  
Patient may have “brandings” such as tattoos that say “Daddy, Property of____, or a 
barcode”  
Patient appears to be submissive or fearful  
 
Physical Signs to Look Out For  
 
Physical abuse  
 Bruising, burns, cuts, wounds, fractures  
 
Sexual abuse  
 Multiple sexually transmitted diseases  
 Multiple pregnancies/abortions  
 Genital trauma  
 
Malnutrition  
Non-specific Abdominal pain  
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If the patient is an adult and does not want the police notified or the hotline called, we 
cannot call. The only time we absolutely can call no matter what is if it is a minor  
 
If you have any questions about how to deal with any situation in which you think that 
trafficking may be a concern, calling the national hotline can talk you through it.  
Attend to medical needs and treatments  
If possible, get patient alone  
Ask screening questions  
 
If patient answers “yes” 
to any of the screening, 
ask the follow up, 
additional screening 
questions  
If patient answers no, 
and you still suspect 
something, you can 
provide the hotline 
number  
Ensure that you and staff members are not in any 
danger, and if you feel like you are, call the police 
and try and get a license plate. Do not engage a 
potential trafficker 
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First Set:  
 
Has your identification or documentation 
been taken from you?  
¿Le han quitado su identificación o 
documentación? 
Is anyone forcing you to do anything that you 
do not want to do?  
¿Alguien le está obligando a hacer algo que 
usted no quiere hacer? 
 
 
Second Set:  
 
   
Have you ever been forced to do work you 
did not want to do?  
¿te han obligado a hacer un trabajo que no 
querías hacer? 
Have you ever been forced to have sex to pay 
off a debt?  
¿te han obligado a tener sexo para pagar una 
deuda? 
Have physical abuse or threats from your 
employer made you fearful to leave your job?  
¿Los abusos físicos o amenazas de tu 
empleador te hizo tener miedo de dejar tu 
trabajo? 
Has anyone lied to you about the type of work 
you would be doing?  
¿alguien te ha mentido sobre el tipo de trabajo 
que estarías haciendo? 
Were you ever threatened with deportation or 
jail if you tried to leave your situation?  
¿alguna vez te amenazaron con deportación o 
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APPENDIX J: SCREENING SHEET-ENGLISH 
  
PATIENT HEALTH QUESTIONNAIRE (PHQ-9) 
 
 
Name:________________________________________________  Date:_____________ 
 
Over the last 2 weeks, how often have you been 
bothered by any of the following problems?  
 
 
 Not at all Several 
Days 
More than 




1. Little interest or pleasure in doing things      
2. Feeling down, depressed, or hopeless 
 
    
3. Trouble falling or staying asleep, or sleeping too much      
4. Feeling tired or having little energy  
 
    
5. Poor appetite or overeating     
6. Feeling bad about yourself-or that you are a failure or have 
let yourself or your family down  
    
7. Trouble concentrating on things, such as reading the 
newspaper or watching television  
    
8. Moving or speaking slowly that other people could have 
noticed. Or the opposite—being so fidgety or restless that 
you have been moving around a lot more than usual 
    
9. Thoughts that you would be better off dead, or of hurting 
yourself  
    
 
 




Check yes or no to the two following questions  
 
 Yes No 
1. Has your identification or documentation been taken from you?   
2. Is anyone forcing you to do anything that you do not want to do?   
        0 1 2 3
          0 1 3
         0 1 3




















           0
           0
           0
           0
         0
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APPENDIX K: SCREENING SHEET-SPANISH 
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APPENDIX L: DATA COLLECTION SHEET 
 
 
Human Sex Trafficking Data Sheet  
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